
Lesson of the week
A life threatening complication after colonoscopy
Simon E J Janes, Ian A Cowan, Birgit Dijkstra

Colonoscopy is a widely used diagnostic and therapeu-
tic intervention. The procedure is usually well
tolerated, with less than 0.5% of patients developing
bowel perforation. Perforation usually manifests soon
after the procedure with generalised abdominal pain.
We present the case of a near fatal complication after
colonoscopy in which the initial features suggested
bowel perforation but further investigation showed an
unsuspected cause that necessitated urgent surgery.

Case report
A 47 year old woman presented to our emergency
department 24 hours after colonoscopy with left
shoulder tip and abdominal pain. Her abdominal pain
felt like “trapped wind,” becoming progressively worse
throughout the day. Two weeks previously, she had had
hysteroscopy and laparoscopy to investigate menor-
rhagia and had been diagnosed with endometriosis.
Colonoscopy was performed to exclude colonic
involvement. She had been given 5 mg intravenous
diazepam for sedation, and colonoscopic diathermy or
biopsy had not been used. She had insulin dependent
type 2 diabetes, with hypertension and hyperlipidae-
mia.

On examination she was pale, but vital signs were
normal. Her lower abdomen was tender, with normal
bowel sounds and no abdominal distension. Initial
blood tests showed a haemoglobin concentration of
76 g/l (normal range 110-160 g/l). Colonic perfora-
tion after colonoscopy was suspected, yet there was no
evidence of free air on erect chest and abdominal
radiographs. Additionally, she had no history of rectal
bleeding. Her abdominal pain seemed to resolve, and
discharge was considered. However, soon her abdomi-
nal pain increased, warranting urgent abdominal com-
puted tomography. This showed active bleeding within
an intrasplenic haematoma, and a large haemoperito-
neum, presumably secondary to splenic rupture
(figure). The splenic hilum appeared intact.

Initially she was haemodynamically stable and was
transferred to the high dependency unit, where we
started a transfusion of 4 units of packed red cells. Her
haemoglobin concentration increased to 132 g/l. Two
hours later, however, her abdominal pain worsened,
and she developed hypotension and tachycardia. An
urgent laparotomy was done. There was active
bleeding from the splenic pedicle, with more than
three litres of intraperitoneal blood present. We
performed a splenectomy and ligated the bleeding ves-
sels. After the operation she made steady progress,
being discharged on the eighth postoperative day after
receiving prophylactic vaccination for encapsulated
organisms. Serological testing for Epstein-Barr virus
was negative, and the spleen was histologically normal.

Discussion
This case highlights the difficulty in diagnosing unsus-
pected trauma to the spleen. Our patient presented
with lower abdominal pain, whereas most patients with
splenic rupture after colonoscopy have pain localised
to the left upper quadrant.1 Our patient also had pain
radiating to the left shoulder tip (Kehr’s sign). This sign
is present, however, in about half of patients after
uncomplicated colonoscopy, so it has little discriminat-
ing value.

More than 30 cases of splenic rupture after colonos-
copy have been reported.2 The incidence of minor
splenic injury after colonoscopy is probably higher,
however, as the diagnosis may not be clinically apparent,
and less severe splenic injuries might not have been
reported in the literature. As seen in our patient, the
onset of abdominal pain is usually within 24 hours of
colonoscopy,1 although cases have been diagnosed up to
10 days later. This may reflect delayed diagnosis of an
under-recognised complication of colonoscopy.

Computed tomography is the best imaging proce-
dure for diagnosing splenic injuries. Grading scales
based on computed tomography findings can predict
the likelihood of successful non-operative manage-
ment, which is often possible if the splenic hilum is
intact (even when capsular disruption is present).3

However, intraobserver and interobserver reliability for
high grade splenic injuries is low, and experienced
radiologists often underestimate the magnitude of
injury.4 As our case shows, grading scales may have less
predictive power on an individual basis: because the
splenic capsule and hilum appeared intact and the
patient was haemodynamically stable, we initially opted
for non-operative management.

Factors that predict failure of non-operative
management include persistent haemodynamic insta-
bility; underlying disease within the spleen; splenic

Computed tomogram showing intrasplenic haematoma (A),
extravasating contrast indicating active bleeding (B), and
haemoperitoneum (C)
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trauma grade 3 or above, according to the American
Association for Surgery Trauma classification; haemo-
peritoneum shown on computed tomography; and
extremes of age.5 Some studies suggest that non-
operative management of high grade injuries is likely
to fail if more than one unit of blood transfusion is
required.6 Had we applied these criteria to our case, we
would have realised that non-operative management
was likely to fail.

Concerns about the risk of developing overwhelm-
ing post-splenectomy infection (about 1% for adults)
have fuelled a recent trend towards conservative man-
agement of splenic trauma.7 Failure rates of non-
operative management as low as 10% have recently
been reported,6 although this may be due partly to
increased detection of less severe injuries as abdominal
imaging becomes more widespread. It is important to
note that conservative management may require more
blood transfusion than operative intervention,6 so the
risks associated with transfusion must be balanced
against the risks of overwhelming post-splenectomy
infection if splenic conservation is being considered.

Conditions predisposing to splenocolic adhesions
(previous abdominal surgery; pancreatitis; or inflam-
matory bowel disease) may increase the risk of splenic
trauma after colonoscopy owing to decreased mobility
between the spleen and colon. Partial capsular avulsion
after traction (during polypectomy or biopsy) is the
postulated mechanism. Direct trauma to the spleen
during colonoscopy may also cause splenic rupture,1 as
may technical manoeuvres that produce excessive tor-
sion on the splenocolic ligament during colonoscopy.2

Splenomegaly or underlying splenic diseases may have
an important role.

As the indications for colonoscopy expand—
including the introduction of mass screening for colo-
rectal cancer—physicians should be increasingly aware
of the possibility of splenic injury after colonoscopy.
Splenic injury should be considered if patients become
haemodynamically unstable after colonoscopy, once
bowel perforation or rectal bleeding is excluded.
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Corrections and clarifications

Journalists accused of wrecking doctors’ lives
Joanna Lyall, in her press review of journalists’
“pursuit of human interest stories,” (BMJ
2005;330:485, 26 Feb) reported some statements
made by Professor Raymond Tallis, professor of
geriatric medicine at Manchester University, when
he was talking at a recent debate on medical
journalism. In relation to the organ retention issue
at Alder Hey Children’s Hospital, Liverpool,
Professor Tallis was reported as saying that “quite a
few children died unnecessarily” as a result of the
fall in organ donations after the press coverage
about Alder Hey. Professor Tallis would like to
make clear that this was an accurate report of what
he said but that he cannot prove that children died
unnecessarily “although it seems highly likely.” He
apologises for having drawn “a conclusion that
goes beyond what the facts could readily support.”

Endpiece: A Wish
Two rogue letters crept into this extract from
poetry by Matthew Arnold submitted by Fred
Charatan (BMJ 2005;330:388, 19 Feb). The third
line should have read, “To shake his sapient head
and give [not grieve].”

My most unfortunate mistake

Clinical skills

I had just graduated from medical school in Lagos, probably the
most cosmopolitan city in Nigeria, only to find myself for various
reasons pursuing my postgraduate training in obstetrics and
gynaecology in a place called Ilorin, about 200 miles from home.

About six weeks into my residency, I presented the case of a
middle aged woman with lower abdominal mass to the then
professor and in front of a packed ward round. The patient’s son
in law had brought her into hospital; her daughter (his wife) was
left at home because she had recently given birth.

I had recently read about ovarian tumours and was pleased to
find such a fine case to show off my newly acquired knowledge to
my audience, one of whom was my then girlfriend. My clinical
presentation and demonstration of the “salient clinical sign” took
about 20 minutes, and I could almost feel myself growing in
stature—something that really mattered to me as a “Lagos boy.”

After my presentation, the professor asked for comments; of
course, there was none from those in attendance. Then, without
any fuss, he reached into the pocket of his clinical coat as he
approached the patient, obscuring my view. What I heard next
brought my recently elevated status crashing down; it was the
distinct sound of a fetal heart beat from a pocket Sonicaid
detector. If only ultrasound scans were commonplace then as they
are now.

What is the take home point from this? Always keep your
clinical skills up to date. They are cheap, easily serviceable, and
reliable.

Femi Idowu general practitioner principal, Stockwell Lodge Medical
Centre, Cheshunt (femibidowu@yahoo.co.uk)
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